Objective: Nursing profession conventionally meets a high standard of ethical behavior and action. One of the ethical challenges in nursing profession is moral distress. Nurses frequently expose to this phenomenon which leads to different consequences such as being bored by delivering patient care that decline care quality and make it challenging to achieve health purposes. This study was conducted to investigate the association between the aspects of moral distress and care quality. Methods: In this descriptive-analytical study, 545 nurses of intensive and cardiac care units and dialysis and psychiatric wards were recruited by census sampling. Three questionnaires, Sociodemographics, Moral Distress Scale, and Quality Patient Care Scale, were distributed among the participants and collected within 9 months. Data analysis was conducted by descriptive statistics, analysis of variance, and the least significant difference in SPSS 13. Results: Investigating moral distress domains (ignoring patient, decision-making power, and professional competence) and care quality domains (psychosocial, physical, and communicational) demonstrated that in being exposed to moral distress, ignoring patient had no effect on psychosocial domain (P=0.056), but decision-making and professional competence of moral distress had positive effect on psychosocial, physical (bodily), and communication domains of care quality. Conclusions: Because moral distress domains are effective on patient care quality, it is recommended to enhance the knowledge of nurses, especially beginners, about moral distress, increase their strength alongside standardizing nursing services in decisionmaking domains, improve the professional competence, and pay attention to patients.
Introduction
Nursing profession meets a high standard of ethical behavior and action. 1 The stipulated purposes in this profession are obviously ethical and seek to protect patients against injuries and complications and maintain the healing environment because most patients are domains and nursing care quality in psychiatric ward because nurses should report the patients' behaviors and performance for the physicians' appropriate decision-making and diagnosis and selecting the required nursing care in addition to pharmacotherapy as committing mistake in this process can cause distress and the inadequacy of patient care.
In the critical care units, the nurses should have up-todate knowledge and facilities to have appropriate performance, and it is efficient to monitor the patients, particularly younger ones, through the process of their recovery and saving, which helps to decrease the costs, advance healthcare system, and promote health index. This study was conducted in the teaching hospitals of Tabriz, Iran.
Materials and Methods

Study design
This descriptive-analytical study was conducted in intensive care units (ICUs), cardiac care units (CCUs), and dialysis and psychiatric wards.
Setting and sample
Because we found no similar study as far as we searched, with regard to the limited number of nurses, subjects included 602 nurses from Tabriz teaching hospitals who were selected by census sampling and conducted within 9 months from ICUs and CCUs, dialysis and psychiatric wards.
Because 23 questionnaires were not returned, 12 questionnaires were not completed because of lack of time and being busy, lack of familiarity with the statistical principles, and therefore lack of interest in research, the inability to use the results of research in nursing, managers' reluctance to hear employees' concerns, lack of useful and continuous training and promotion programs for employees, and personal reasons, and 22 people did not fulfill the inclusion criteria, 545 nurses were recruited via paper-and-pencil self-administered assessment in the study. The inclusion criteria were having bachelor's degree and over, having worked in the studied ward for at least 6 months, and being willing to participate in the study. After the Ethics Committee approved the study protocol, the Research Deputy provided the approval, the researcher prepared the questionnaires and determined the target centers, and then referred to the centers to distribute the questionnaires among the samples at morning, afternoon, and night shiftworks after making necessary coordinations with the head, nursing directors, and supervisors. Then, the completed questionnaires were collected within 3-7 days. vulnerable and need complete and timely care. 2 Moral distress, an important problem experienced by multiple healthcare disciplines, is defined variously in different studies. While there are many sources of stress in healthcare work, moral distress is specifically associated with the ethical dimensions of practice and concerns related to difficulties navigating practice while upholding professional values, responsibilities, and duties. 3 Moral distress, regardless of being understood differently in different studies, has been shown to have negative consequences, contributing to emotional distress (e.g., anger and frustration), withdrawal of self from patients, unsafe or poor quality of patient care, decreasing job satisfaction, and even attrition in nursing. 4 Today, nurses experience moral distress more frequently than in the past due to increased complication of healthcare system, clinical mistakes, and nursing understaffing. 5 Caring capacities of the nurses decrease, they may fail to satisfy the patients' basic and physical needs, or evade being from the patient's bedside or nursing profession. 6, 7 Complying with patient's rights and needs along with the Nursing Code of Ethics are the pivotal component of care, 5 and the ultimate goal of nurse is to deliver high-quality care. 8 In other words, receiving quality care is the right of all patients and the responsibility of all caring nurses. 9 Burhans considers purposefulness to be the most important characteristic of quality of care that is realized by delivering the most optimal care. 10 As nurses form the main core of the quality improvement process, their performance is very effective in advancing organizational goals.
Critical care unit nurses are facing environmental stress, heavy work load, understaffing, and difficult conditions that influence the process of nursing care and can undermine the quality of the delivered care. 11 The factors such as clinical situation, patient care, and nurse contribute to development of moral distress in nursing. Patient care includes the decisions that are taken for the patient and he/she does not benefit from it. 12 Meanwhile, moral distress is one of the effective factors on nursing care such that studies have indicated that as moral distress occurs, the nurses' caring capacities decline. 6, 7 Given the wide variety of stressors in the nursing profession, 13 their negative impacts on the quality of nurses' work including care for patients, 14 psychological stresses related to moral distress among Iranian nurses, 15 and to achieve a perfect and optimal level of quality, it is necessary to seek out novel solutions for promoting the quality of patient care. According to the available evidence, the domains of moral distress have not yet been investigated with reference to nursing care quality in Iran. Therefore, this study was conducted to investigate the association between moral distress
Ethical consideration
This study was part of a research project, which has been approved by Tabriz University of Medical Sciences (approval no. 12331/4/5). To observe ethical considerations, the researcher introduced herself and emphasized that the data would be kept private, there would be no need for mentioning name in the questionnaire, the participation in the study would be voluntary, and the necessary explanations about the history and definitions of moral distress and the research purpose were delivered to the participants. In addition, the participants were ensured that they would be informed about the results of the study so that they would be able to offer their recommendations to improve care quality considering available scientific gap for conducting further studies and expending time and cost to draw the participants' precision and honesty in replying to the items as much as possible. The respondents were instructed to leave the items on which they had no experience unanswered.
Measures and data analysis
Data collection was conducted by three questionnaires: Sociodemographics Questionnaire, Corely's Moral Distress Scale (MDS), and Quality Patient Care Scale (QUALPACS). In the present study, the validity of the MDS was investigated using the corrective comments of 12 professors of medicine, nursing and midwifery, community health, ethics, and psychology from the Tabriz University of Medical Sciences, and its reliability coefficient was derived 0.94 by internal consistency and the Cronbach's alpha coefficient. Data analysis was conducted by using SPSS 13 using descriptive statistics of frequency (%) and mean (standard deviation [SD]) for the severity of distress and the level of care quality, and analytical statistics to study the relationship between three domains of moral distress and three domains of care quality.
To investigate the patient care quality, QUALPACS was used that has been frequently used in the United States since 1975 and occasionally used in the UK and Nigeria. This scale was translated into Persian 2010, Iran and its validity and reliability were confirmed. 16 The QUALPACS consists of 68 items and assesses nursing care quality in three domains: psychosocial (32 items), physical (23 items), and relational (13 items).
In care quality section, the respondent replied to the items on psychosocial domain that were rated by 4-point Likert scale (from never to always) with 1 representing never, 2 representing rarely, 3 representing often, and 4 representing always. Because this domain consists of 32 items, its minimum and maximum possible scores are 32 and 128, respectively. For physical domain consisting of 23 items, the scores range between 23 and 92. For communication domain consisting of 13 items, the scores range between 13 and 52.
MDS is extensively used to measure moral distress in nursing and was first used in 1995. 17 Another study investigated the MDS validity in Iran using content validity, and its reliability was derived 0.93 by test-retest and Cronbach's alpha coefficient. 18 This questionnaire consisted of 30 questions in three categories of ignoring patient (16 questions), decision-making power (8 questions), and professional performance competence (6 questions) which were rated by using 7-point Likert scale from very low to very high, number 1 represented the lowest moral distress, and number 7 represented the highest moral distress; as a result, the scores of the intensity of moral distress ranged between 30 and 210.
The methods used in Likert questionnaires are nonparametric because the main nature of such questionnaires is qualitative and use of parametric methods can lead to wrong conclusions and, as you know, in the nonparametric methods, the real data are not used, and the power of data presentation reduces. Therefore, in analyzing the relationship between the dimensions of moral distress and care quality, a combination of parametric and nonparametric methods is used to maintain the data presentation power. It should be noted that the scores obtained for each questionnaire do not show the exact meaning of a continuous number and also should be a nonparametric viewpoint on it.
First, the dimensions of moral distress are classified into three classes according to the scores derived from Likert scales, which is due to variable formatting in application of relevant tests. It should be noted that the classification of the dimensions of moral distress cannot be understood as data presentation power reduces, because in any case, due to Likert scales nature, for analysis, nonparametric methods should be used, in which the original data are not available.
In this article, the dimensions of moral distress three classes were considered independent and the association of care quality domains with this variable was investigated. Because the questionnaire's items were rated by Likert scale, first, the variable was converted such that continuous data were used instead of discrete data. Therefore, if a person had severe or weak moral tension, care quality would not be the same.
Minimum and maximum possible scores on ignoring patient (n: 16) are 16 and 112, respectively. Then, this range of numbers was divided into three categories with equal length: The first category (16-48) represents low levels of ignoring patients, the second category (48-80) represents moderate levels of ignoring patient, and the third category (81-112) represents high levels of ignoring patient. Similarly, in decision-making domain consisting of eight items, minimum and maximum possible scores for the decision-making are 8 and 56, we had three categories, respectively; 8-23 to represent low power of decision-making, 24-39 to represent moderate power of decision-making, and 40-56 to represent high power of decision-making. In professional competence domain (six items) from a minimum possible score of 6 to a maximum possible score of 42, the scores were divided into three categories, 6-17 representing low levels of professional competence, 18-30 representing moderate levels of professional competence, and 31-42 representing high levels of professional competence (Table 1) .
Finally, to further investigate and understand the relationship between moral distress domains and care quality domains, analysis of variance was used by means of new variables.
Results
In the studied wards of the 10 education treatment hospitals of Tabriz, 86.6% of the participants were women and 56% were married, and most of them had bachelor's degree and were working in Imam Reza and Madani healthcare centers ( Table 2) .
The mean score on moral distress in the ICUs/ CCUs and psychiatric wards was 141.89 ± 29.6 and within a moderate range with severe moral distress in 225 (41.3%) participants and moderate moral distress in 288 (52.8%) ones. The most important causes of moral distress among the nurses were understaffing (303 participants), delivering inadequate patient care (290 participants), lack of professional competence and ability to perform a duty (281 participants), ignoring caregivers' bothering patients (276 participants), and ignoring and lack of reporting the errors committed by nurses (275 participants) that were reported by over 50% of the samples considering the total number of them.
The mean score on care quality was 195.97 ± 28.05. In all, 202 (37.1%) participants reported care quality to be relatively desirable and 333 (61.2%) reported it to be desirable. Care quality at patient request for meeting a clergyman (244 participants), introducing new patient to the room patients (242 participants), familiarizing the patients with similar problems for sympathy (240 participants), using fragrant substances to freshen the environment (209 participants), and nurses' instructing and paying attention to religious ordinances in the case of physical problems in the patient (205 participants) were reported to be low comprising over onethird of the samples.
Although moral distress was severe in 225 participants, that is, over one-third of the study samples, the results on care quality were desirable. This finding was investigated using Pearson correlation analysis.
Pearson correlation analysis showed that moral distress and nursing care quality were not significantly associated (P = 0.058). To better predict the relationships among low, moderate, and high levels of moral As Table 3 demonstrates, investigating the association among moral distress domains (ignoring patient, decision-making, and professional competence) and care quality domains (psychosocial, physical, and communication) demonstrated that ignoring patient did not have any relation with the psychosocial domain but it is related to the physical (bodily) and communication domains.
There was a significant correlation among the decision-making domain of moral distress and psychosocial, physical (bodily), and communication domains of care quality.
In addition, a statistically significant relationship was found between the professional competence domain of moral distress and psychosocial, physical, and communication domains of care quality.
Fisher's exact test (least significant difference) demonstrated that different levels of ignoring patient were not significantly associated with the psychological domain, but the nurses ignoring the patients more frequently, delivered moderate levels of physical care to the patients (P = 0.014), ignoring the patients more frequently led the nurses to the lowest levels of the communication domain (P = 0.014).
The nurses with low decision-making power had weak psychosocial domain (P = 0.006). The nurses that had high levels of decision-making power delivered moderate levels of physical care (P = 0.001), and the nurses with the highest decision-making power were highest in the communication domain (P = 0.04) and had a decreasing trend in the other groups.
The nurses with moderate levels of professional competence had higher levels of psychosocial (P = 0.032), physical (P = 0.003), and communication domains (P = 0.001).
Discussion
Considering that there were no articles that examine the relationship among each dimension of moral distress with each aspect of the care quality in detail of each dimension among these two variables separately, therefore, in this study, due to the limited resources, each dimension of moral distress with each aspect of the care quality has been discussed occasionally, in each dimension separately, and sometimes in general.
In the current study, ignoring patient had no effect on psychosocial domain but had effect on physical (bodily) and communication domains of patient care.
In Mohammadi's 19 study, a strong, direct, and positive correlation was seen between patient-nurse relationship and patient care. This means that if the relationships between the nurses and patients are kept well, the patients assess and report nursing care positively and satisfyingly.
Therefore, establishing good relationships between patient-nurse by reducing the number of patients, increasing workforce and compliance with the standards by the system and managers will reduce ignoring the patient by nurses and then patient's charter would be followed. In addition, the decisions on some care are not confined to doctors and the nurses participate and then this phenomenon followed by training courses in special fields for this group to up-to-date their knowledge in this area.
Burhans's 10 study demonstrated that the concept of nursing care quality, from the employed nurses' perspectives, is to satisfy humans' needs through care, sympathy, and respectful interactions in which responsibility, purposefulness, and support are the integral components of basic care.
Taking a look at Burhans's argument shows that the quality of clinical care increases with increasing nurses' attention to sympathy and support which in fact points to psychosocial, physical, and communication aspects.
According to Huffman, experiencing moral distress in hospital settings causes occurrence of numerous biological and psychological reactions and stress. Failure of organizations to create an environment in which moral distress is experienced, especially when nurses feel that they need to support patients' health in confronting organizational challenges, is a fact. 20 In the present study, in accordance with Huffman's study, moral distress was an effective factor in the clinical settings which affected the psychosocial domain of quality care.
In our study, decision-making was effective on the psychosocial, physical (bodily), and communication domains of quality care. In Karanikola's 21 study, the most frequent cause of moral distress was related to the poor cooperation between physicians and nurses and lack of paying attention to the nurses' ideas. According to Huffman's 20 study, understanding the patient's suffering and pain is a result of medical decision-making which nurses have low power to influence and cooperate with. Unequal structures of power, which are common in institutes, intensify this problem. CCU/ICU nurses need to detect moral distress and its adverse effect on providing optimal patient care. Nurses should be personally committed that their nursing care is not affected by moral distress and assume the role of leader in their wards to address this issue in the institutes they are working to decrease the effects of moral distress. 20 Besides that, poor cooperation between the physicians and nurses and disregarding the nurses ideas have been reported in 17 European countries. 22 The strategy of increasing the nurses power based on the available evidence and maximum cooperation of this population with the adopted decisions and implementation of standard treatments should be taken into account.
According to the findings of the current study, professional competence domain was directly correlated with psychosocial, physical (bodily), and communication domains of care quality. A review of 19 articles published between January 1984 and December 2011, given that relevant data were scant, demonstrated that the moral distress experienced by many nurses was related to difficult care conditions and feelings of depression, which could effect on professional situations and be in line with the current study; 23 and these nurses are faced with certain problems in terms of the psychological domain of care quality. Rushton reported that when clinical nurses cannot convert moral choices into moral actions, they experience moral distress. The costs to reduce moral distress are high. Finally, moral distress, as an unresolved professional conflict, affects patient quality care, 24 suggesting interventions to remove distress and increase care, which is, in turn, an important factor for improving care quality.
In this study, the nurses experienced the most severe moral distress in providing care in unsafe conditions due to nursing understaffing, providing insufficient care to the patient, lack of professional competence, patient's bothering by the caregivers along with ignorance, and lack of reporting nursing errors. Milliken 25 states that the people that do not have adequate executive ability to have an ethical performance develop moral distress. In Ameri's 26 study, working with the nurses and other incompetent healthcare providers was an important factor for causing moral distress. In Fernandez's 27 study, lack of observing patient safety principles by the nurse and other healthcare providers had the highest mean value. In Ebrahimi's 28 study, consistent with Fernandez study, lack of observing patient safety principles by the nurse and other healthcare providers was the cause of the most severe distress and working with incompetent nurses and other incompetent healthcare providers had the greatest effect.
Most studies have reported lack of competence to be the cause of moral distress; however, in different studies, the addressees were different groups of healthcare providers, which is not specific to Iran. Available evidence indicates that this issue exists in other countries as well. Besides that, lack of separation of duties, nursing understaffing, and the nurses' heavy workload cause nurses' tiredom and lack of reporting nursing errors. Therefore, in the clinical setting bothering the patients especially by novice caregivers, due to mentioned reasons or fear of the consequences of medical errors becomes obvious and this incompetence exacerbates moral distress by affecting patient care.
In the current study, patient request for meeting with clergyman, introducing the new patient to the inpatients, familiarizing the patients with similar problems with each other, using fragrant substances to freshen the environment, and instructing and paying attention to religious ordinances in case of physical problems were reported to be low by the nurses.
Mohammadi's study demonstrated that among individual and social factors, nurses rush was the most important obstacle to prevent the establishment of communication followed by excessive patient expectations, nurse's unfamiliarity with the native language, nurse's unfamiliarity with the patients' rights, patient and nurse gender differences, problems outside the nurses' work environment, and age difference between the patient and the nurse are next barriers to communication. Besides that, the least important obstacle was class difference between the patient and the nurse. Regarding occupation characteristics, the nurses' physical and mental fatigue was the most important obstacle to establish the relationship, followed by heavy workload, hard work, lack of interest in your work, low pay and benefits, lack of information and skills, lack of amenities, and patient contacts with multiple nurses. The least important obstacle was nursing shift works. Regarding clinical conditions, the obstacles to establish the relationship with the patients was accompanying the patient, followed by the patient suffering from transmissible diseases, severe illness, and previous hospitalization. 29 The effective factors in implementing nursing process and nursing care quality are various and complicated. None of the mentioned factors have precedence over the others and all of them are related to each other as a chain and should therefore be considered in parallel with each other so that clinical, psychosocial, and References communication domains of care become more important to the nurses and the physicians and the managers pay attention to care quality more than ever, realize potential words and measures, and provide quality orientation background and consider the patients important. Besides that, because Islam, the Imams, and clergymen have a special status in Iran, the healthcare providers should pay further attention to the effect of communication therapy particularly for psychiatric patients and familiarizing the patients with similar problems with each other to strengthen the newly admitted patients' souls and speed up their recovery process.
Majidi's 30 study showed that in the domain of different wards personnel activities, promotion of nurses' selfesteem in making independent decision was the most important. Conducting clinical care according to the clients' values and beliefs was the least important. 30 Yaghobi's study showed that the openness of communication channels, feedback and communication about errors, the frequency of reporting incidents, employee affairs, and nonpunitive responses to errors had unpleasant status and needed to be seriously considered, particularly employee affairs and nonpunitive responses to errors that attained very low scores. But, certain dimensions such as teamwork in the unit, organizational learning, and continuous improvement were the strengths of patient care safety. 31 It is recommended to use the nurses' ideas in decision-making and evaluate the performance according to the ethical principles and not only age, especially in the ICUs/CCUs, hold pre-internship and clinical competence exams before introduction of the clinical staff into bedside, increase the instruction of male nurses for increasing male patients comfort and implement compliance plan, pay further attention to the ratio of the nurses' number to the patients' number for eliminating fatigue, increase clinical qualifications and patient safety, implement the nursing process and provide principal and safe care for the patient rather than only report the evidence to attain the score assigned by insurance companies and other organizations, use native workforce especially nurses for maximizing their presence at the patient bedside and due to familiarity with the region language and culture, and make nursing fields, even postgraduate ones and prior to their introduction to the CCUs/ICUs, specialized before the standard evaluation and after attaining the points and attending courses and workshops as well as working in general wards as a clinical nurse serving as prerequisite for introduction to the CCUs/ICUs.
Conclusions
Moral distress affects the quality of care, adjustment and implementation of programs for reducing tension in all three dimensions (ignoring patients, decision-making, and professional competence) according to helpful and standard designs in the clinical setting have been emphasized and besides that patients' and healthcare providers' survey and application of constructive comments in the clinical setting is recommended. At the top of the organization's operational plan, to enhance quality in all three dimensions of care quality (psychosocial, physical, and communication), provide and maintain efficient and trained staff along with necessary and upto-date facilities, is proposed.
